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Innovating Pediatric Emergency Care and Learning Through
Interprofessional Briefing and Workplace-Based Assessment
A Qualitative Study
Isabelle Steiner, MD, MME,* Audrey Balsiger, BSc,†
Mark Goldszmidt, MD, MHPE, PhD,‡ and Sören Huwendiek, MD, PhD, MME†
Background: Managing pediatric emergencies can be both clinically
and educationally challenging with little existing research on how to im-
prove resident involvement. Moreover, nursing input is frequently ignored.
We report here on an innovation using interprofessional briefing (iB) and
workplace-based assessment (iWBA) to improve the delivery of care, the
involvement of residents, and their assessment.
Methods: Over a period of 3 months, we implement an innovation using
iB and iWBA for residents providing emergency pediatric care. A con-
structivist thematic analysis approach was used to collect and analyze data
from 4 focus groups (N = 18) with nurses (4), supervisors (5), and 2 groups
of residents (4 + 5).
Results: Residents, supervisors, and nurses all felt that iB had positive
impacts on learning, teamwork, and patient care. Moreover, when used,
iB seemed to play an important role in enhancing the impact of iWBA. Al-
though iB and iWBA seemed to be accepted and participants described im-
portant impacts on emergency department culture, conducting of both iB
and iWBA could be sometimes challenging as opposed to iB alone mainly
because of time constraints.
Conclusions: Interprofessional briefing and iWBA are promising ap-
proaches for not only resident involvement and learning during pediatric
emergencies but also enhancing team function and patient care. Nursing in-
volvement was pivotal in the success of the innovation enhancing both care
and resident learning.
Key Words: briefing, workplace-based assessment, performance,
postgraduate training, interprofessional
(Pediatr Emer Care 2020;00: 00–00)
T he pediatric emergency department (ED) as learning environ-ment faces 4 major challenges. First, although the incidence
of critical illness in children is low and often differs from adult
patients, when they occur, an adequate and fast response is man-
datory.1 Given their rarity, many trainees have limited pediatric
emergency medical experience and often feel inadequately pre-
pared. Moreover, the teams themselves may also struggle with
crisis resource management and experience high cognitive load
and emotional stress.2,3 A second issue, shared by many learning
environments, relates to the small amount of a resident's work
time that is observed by a supervisor, which makes delivery of
consistent and frequent feedback difficult.4,5 Third, although
nurses can play an important role in the learning of residents in
their early clinical practice and are the most numerous profes-
sional group at a clinical workplace, they are often underused
as potential sources of formative assessment.6,7 The fourth prob-
lem, again shared by many learning contexts, relates to the post
hoc nature of most assessment and feedback approaches.
This constellation of problems does have potential solutions. Two
such solutions relate to briefing before an encounter and workplace-
based assessment (WBA), which, if done interprofessionally,
could enhance not only learning but also team competence. In
the following sections, we will review some of the existing theo-
ries related to each of these and describe some current gaps in
the existing literature.
Although there is not always time to support learners during
a clinical encounter, strategies have been described for supporting
learners immediately before an encounter. In the literature, these
have been referred to as briefing or priming before an encounter.8–10
To date, these have mostly focused on medical students as a
means of helping prepare them to maximize the impact of an en-
counter and to ensure that they are prepared for their role in the
encounter. In theory, however, there is strong support for such
briefing activities for learners of all levels both from a learning
perspective and a team safety one. Increasingly, research suggests
that too much of our attention is focused on providing teaching
based on past behavior (ie, feedback).11 Although also beneficial,
learners' responses to feedback are complex and, at times, not as
effective as envisioned.12 For example, if a supervisor tells a
learner that he should be more creative in finding solutions for
challenging tasks (negative feedback with a focus on improving),
this may be less effective than providing positive feedback. On the
other hand, when a supervisor, with the hope for further improve-
ment, tells a learner that she is already good at preventative mea-
sures (positive feedback with a focus on prevention), this may be
less effective than negative feedback in such a situation.12 By con-
trast, briefing can allow supervisors and residents to reflect on
their preparedness for the encounter and, as necessary, offer guid-
ance so as to enhance the resident's performance during the en-
counter. It can also allow for the negotiation of roles and flag
particular areas for observation, which can then be used after en-
counter for prenegotiated feedback, which may have greater ac-
ceptance. This approach has been demonstrated to be effective
in simulation-based settings.13
Briefing has also emerged in recent years as playing a pivotal
role in patient safety. This is particularly true in the surgical con-
text where it is now considered a standard of care.14 In contrast
to the learning-focused briefings described previously, surgical
briefing involves the full interdisciplinary team and is more task
focused. Success in the preoperative briefings in part has also
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been attributed to the use of a surgical checklist, which ensures
that all key areas requiring shared dialog have been touched
upon.15 Similar style safety checklists have been shown to be ef-
fective in the intensive care unit16 and the ED.17 To date, however,
we are unaware of any studies using them to enhance both patient
safety and resident education in the care of critically ill patients.
Workplace-based assessments such as Mini-Clinical Evalua-
tion Exercise and Direct Observation of Procedural Skills are well
established methods for providing formative assessment in clini-
cal settings.18–20 When done well, WBAs can have meaningful
educational impact.20,21 Effective implementation, however, can
be quite challenging as it requires significant investment in faculty
and resident development and it requires time.18,20,21
Although recent studies suggest that nurses play an impor-
tant role in workplace learning,6,22 nurses are still a relatively un-
tapped resource for WBA. However, according to a pilot study by
Christen et al7 (2015), contrary to popular beliefs, residents can be
quite receptive to nurse based WBA. Moreover, as their focus was
often on communication and collaborative competencies, nurses
felt to offer complementary feedback to that of the physicians
who largely focused on clinical judgment.
In an attempt to address the previously noted challenges of a
pediatric ED and to enhance the learning around critically ill pa-
tients, we developed an innovation involving a combination of in-
terprofessional briefing (iB) and WBA. Based on the previously
noted literature, our design was unique in that both the briefing
and WBAwere designed to be interprofessional. The purpose of
this study therefore was to explore the impact, feasibility, and ac-
ceptance of these novel interventions—iB and interprofessional
WBA (iWBA)—as perceived by residents, nurses, and supervi-
sors. If successful, this research could provide novel learning
and assessment approaches not only regarding critically ill pediat-
ric patients but also for other patients seen in the ED regardless of
their age or presenting problem.
METHODS
Design
We used a constructivist thematic analysis (TA) approach.
Thematic analysis is a pragmatic approach to qualitative analysis
involving the search for themes across a data set.23 Although it
draws on some of the techniques of grounded theory,24 TA re-
mains theoretically flexible and can be adapted to suit the specific
affordances of a particular study.
Setting
This study was conducted at the Department of Pediatric
Emergency Medicine, University Children's Hospital, Inselspital,
Bern, Switzerland. To prepare our residents for the clinical
encounter, we first created a briefing checklist (Table 1). This
included A (airways), B (breathing), C (cardiopulmonary), D
(disability), and E (environment),1 and this is a standard procedure
for handling critical ill patients in pediatric EDs. Once the super-
visor received notification of a critical ill child, he and the resident
in charge went through the checklist before arrival of the patient.
Time permitting, the resident was expected to first describe their
planned approach and then receive, as necessary, further direction
and feedback from the supervisor. The presence of nurses was
suggested but not mandated. Second, to foster direct observation
during the encounter, the resident was observed by the supervisor
and nurse who were assigned to this patient. After encounter, res-
idents (self-assessment), nurses, and supervisors used the Christen
et al's7 (2015) previously validated iWBA form (Fig. 1).
The study period April to June 2016 was chosen to overlap
with a single 3-month resident rotation. Before the study start, su-
pervisors, nurses, and residents were informed about the study and
trained in workshops using the briefing and iWBA checklists. In
the same workshop, they were trained in giving constructive feed-
back, which was developed based on previously described best
practices.7,25,26 The duration of the workshop was half an hour
and was conducted by I.S. In addition, handouts with the informa-
tion were distributed to all participants (see additional information
in the supplementary appendix). During the study period, monthly
reminders were sent out to all participating nurses and physicians.
Researchers
Because the researchers play an active role in data collection
and analysis in qualitative research, it is important to provide in-
formation about them. The study group comprised 4 researchers.
Three of them are physicians. Two of them are pediatricians (I.S.
and S.H.) who are highly engaged in medical education. I.S. is a
consultant in pediatric emergency medicine and did implement
this project at the pediatric ED. M.G. is a general internist and
PhD education-research scientist with expertise in practice-based
research. One author has a background in psychology (A.B.)
and did support this study within a research internship at the Insti-
tute for Medical Education. The senior author has also experience
in qualitative research and focus group moderation (S.H.).
Subjects
Pediatric emergency medicine residents were at different
training levels. Four pediatric surgery residents, 7 pediatric med-
icine residents, and 3 internal medicine residents were on a
3-month rotation at the ED (1 resident stayed 6 months). One pe-
diatric emergency medicine fellow stayed 1 year at the ED. All
supervisors (n = 7) and nurses (n = 32) participated in the study.
Data Collection
At the end of the 3-month study period, 4 focus group inter-
viewswere held, 2 with residents (4 participants and 5 participants),
1 with supervisors (5 participants), and 1 with nurses (4
TABLE 1. Interprofessional Briefing Checklist
• Admitting reason, trauma mechanism:
• Arrival time:
• Age/Sex: Estimated weight ([age +4] 2):
A (Airways): Safe, at risk, obstructed
➢ (O2, suction,medicaments, inline stabilization (trauma), intubation)
B (Breathing): RR, oxygen saturation, work of breathing, tidal volume
➢ (O2, medicaments, intubation)
C (Circulation): HR, BP (systminimal > 70 mm Hg + [2 age]),
pulse (central/peripheral), capillary refill, preload, source
of bleeding (trauma)
➢ (iv line, volume substitution, blood tests/glucose, medicaments,
eFAST [trauma])
D (Disability): GCS/AVPU, pupils, meningism
➢ (medicaments, imaging [CT, MRI])
E (Exposition): Temperature, petechiae, AMPLE
➢ (medicaments, further diagnostics [x-ray, ultrasound, urine,
blood tests])
BP indicates blood pressure; HR, heart rate; RR, respiratory rate; GCS,
glasgow coma scale; AVPU score, alert verbal pain unresponsive; AMPLE;
allergies medications past medical history last meal, events related to injury.
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participants). All participants agreed to participating in and
videotaping of the focus group interviews. The focus groups were
interviewed separately per profession and hierarchy to foster open
discussion. The sessions took place on different days, each moder-
ated by one of the authors (S.H.), who is an experienced moderator
of focus groups. Consistency across group interviews was estab-
lished by a questioning route.27 Emphasizing different opinions
and views aswell as enabling in-depth discussionswere of great im-
portance. Therefore, participants were asked to write down their
thoughts on a topic before group discussion started. Open-ended
questions were used to initiate a discussion, and the moderator
looked for clarification if necessary. The moderator also encour-
aged all participants to contribute. Important issues elaborated in
one group, which were not addressed in the following group, were
brought to discussion in the next group. One assistant moderator
(I.S.) was responsible for the video and audio recording, both
moderators took comprehensive notes.
Data Analysis
The recordings were transcribed literally by 2 authors (A.B.
and I.S.). In accordance with guidelines for TA, 3 authors (I.S.,
A.B., S.H.) first read all the transcripts while identifying and
highlighting preliminary themes.23 Next, they established themes
in an iterative process in which coded themes were discussed by
the research team and the discussions, in turn, informed the cod-
ing process. The process continued until consensus was reached.
The authors not only paid special attention to the frequency but
also to the extensiveness of an expressed opinion. The focus was
on representing the range of views as accurate as possible.27
All participants received no financial incentive and attended
the focus groups voluntarily. They all signed an informed consent
form to allow videotaping and audio recording. They were assured
that all data would be handled confidentially and they cannot be
identified by the presented material. Given the nature of the study,
in this country, it was considered ethics exempt.
RESULTS
All residents, supervisors, and nurses who participated in the
focus group interviews had experiences with both, iB and iWBA,
however conducted more often iB than iWBA.
Results of Focus Groups
As depicted in Figure 2, our results suggest that when iB was
used, residents, supervisors, and nurses all felt that it had positive
impacts on learning, teamwork, and patient care. Moreover, par-
ticipants suggested that using iB was important in enhancing the
FIGURE 1. Interprofessional WBA form.
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learning impact of the iWBA. Over time, with increasing uptake
across ED teams, participants also described how cultural changes
began to take place, which further enhanced especially the way iB
was taken up.
Although overall iB and iWBA seemed to be highly accepted
and judged as feasible, there were challenges faced when trying to
integrate iB and iWBA into current practice. In the following sec-
tions, both facilitators and challenges will be described. The over-
all findings will be presented in relation to the following 4 key
areas: impact on learning, impact on teamwork and patient care,
feasibility, and acceptance. Representative quotes from the inter-
views are provided with letters indicating which type of partici-
pant (resident [R], supervisors [S], nurse [N]), numbers
indicating which focus group session they participated in and a
second number indicating which person from that group.
Impact on Learning
Our analysis revealed 4 overlapping learning themes.
The first theme related to the identification of knowledge
gaps and the creation of teaching moments. This seemed to be true
for residents at all levels of training who described its impact on
identifying areas of uncertainty and better preparing them for
stressful situations. According to residents the learning effect
was greatest, when they went through the briefing checklist first
and afterward discussed it with the supervisor.
“The checklist helps identifying certain knowledge gaps,
and that supervisors are aware of a certain need for
teaching considering the resident.” (R1.4)
As a result, the supervisor was able to estimate, in advance,
how well the resident knew the topic and how much he had to in-
volve himself during the encounter. If time allowed, the residents
could also be given the opportunity to preread around the case.
“And in this case I said, look it up in the pediatric emergency
handbook and we can discuss it together.” (S3.4).
For nurses, briefing could also be instructive:
“The checklist not only helps identifying knowledge gaps of
residents, but also where I may be uncertain.” (N4.1).
Similarly, self-assessment was felt to be a key characteristic
of the iWBA because it supported the development of resident
judgment; both what they recognize about themselves and also
what they fail to notice:
“I find both aspects important. One aspect is to recognize
where the resident sees a problem he wishes to discuss, the
other aspect is to discuss important points which occurred
especially if they concern patient safety.” (S3.5)
Nurses also commented that timing was crucial. If the resi-
dent had not been given sufficient time for self-reflection before
the iWBA, it was less meaningful.
“For me it was a bit difficult because the resident did not
self-assess herself beforehand. We had a lot of stress that
day … and it may was not the optimal time to do the
WBA.” (N4.4)
The second theme related to the benefits of interprofessional
involvement and more holistic assessments. Residents perceived
iWBA as educationally helpful, because nurses were also present
during patient care and had a different perspective on resident's
performance:
“And I think in any case it would be helpful, if someone from
each stakeholder group could be present. Someone may
focus more on the medical part, or someone more on
interaction among each other or empathy. Therefore, I
believe that it makes more sense to do the WBA
interprofessionally.” (R2.2)
Residents especially appreciated how nurses could provide
more insight into how effective the residents were in their interac-
tions with the patients and their families. As the feedback ensuing
from this type of iWBAwas more concrete, residents also felt that
it led to more actionable steps in the future.
Supervisors found iWBA meaningful, because feedback
from nurses went directly to residents and not via supervisors:
“Especially when there are new residents, often nurses come
to us and say, could you please give this feedback to the
resident. iWBA is thereforemeaningful, because the resident
receives the feedback from the nurse in the concrete
situation.” (S3.4)
The third learning theme related to the synergistic effect of
iB and iWBA. All stakeholder groups regarded the combination
of iB and iWBA as ideal especially for handling complex patients.
In these situations, recognizing and discussing knowledge gaps
before and after the clinical encounter was even of greater impor-
tance than in less complex/ill patients.
“That you can really relate the feedback on something
concrete. And this is more feasible when you have discussed
something beforehand…therefore I find it very helpful.”
(S3.2)
“I like to be structured and I think iB and afterwards iWBA is
really meaningful. In this way one is prepared and you can
expect a feedback afterwards. Therefore, I think that we
need both.” (N4.4)
Although it was not always feasible for both to occur, partic-
ipants agreed that the ideal was using them in combination:
“If you discuss the case beforehand, the resident should also
receive WBA from the supervisor afterwards.” (R2.5)
The fourth theme related to cultural change. More specifi-
cally, the valuing of the iB. Over the course of the innovation,
FIGURE 2. Visualization of main results
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nurses, supervisors, and residents all described how they began to
change their practices to increasingly incorporate the iB.
“Briefing was very helpful for me, because I then exactly
knew what requires special attention and what I should do
next.” (R1.1)
“And I think in this regard we all agree that we really
implement the briefing checklist in the daily routine and we
use it for each patient where it makes sense to use it.”
(S3.2)
“Even if you know a lot and are quite experienced, it is
helpful to systematically use the checklist…. And to figure
out, where my uncertainties are.” (N4.1)
Participants also described missing the iB when it was not
used. For supervisors and nurses, they described how using the
iB seemed to also enhance resident competence and impacted
on the plans they ultimately developed for their patients. Partici-
pants also commented on how they felt it enhanced collaboration
as the nurses could now better anticipate what the physicians
would be doing.
Impact on Teamwork and Patient Care
We identified 3 themes related to impact on teamwork and
patient care.
The first theme related to better preparation of residents.
According to residents the calmness and feeling of security
through iB had a positive impact on patient care:
“And I was quite grateful for the iB in terms of patient care,
that even in stressful situations and also as an experienced
resident you are grateful to have a certain guideline, which
gives a bit of a structure.” (R1.4)
Residents also commented on how they felt prepared for
eventualities that may occur and left them less worried about the
surprise effect. Having discussed the procedure with the supervi-
sor before meeting with the family further enabled the residents
to discuss these with families. That the resident was better pre-
pared by iB; thus, more competent also toward patients, was con-
firmed by supervisors and nurses. In addition, nurses remarked
that residents seemed more relaxed during patient care.
“Certainly it is beneficial for the patient. Because the
resident is structured and well prepared, therefore the
patient may be better looked after.” (S3.5)
“The resident was more relaxed handling the patient
because she then exactly knew what she had to look for.”
(N4.2)
The second theme related to clear role allocation and a com-
mon plan. All 3 stakeholder groups appreciated the clear role allo-
cation supported by iB, especially regarding complex patients.
Each person knew what should be done when and who was re-
sponsible for what:
“And I find it very positive if everyone in the room knows
what is going on. And this is through iB possible.” (R2.4)
“One of the most important points in iB is the clear role
allocation. Therefore I think that all involved persons should
participate during iB.” (N4.4)
“Together with all three stakeholder groups you really have
a better plan as a teamwhat will be done first and what will
be done afterwards.” (S3.5)
The residents perceived that their own increased feeling of
security also had a positive impact on teamwork. Through the
clear, standardized process supported by the iB, all teammembers
knew the pretreatment plan and therefore the situation in the team
was more calm and enabled mutual trust. Interprofessional brief-
ing was also helpful for the supervisor as it allowed them to better
estimate beforehand how much involvement on their part would
be required.
“With briefing it is helpful for us to see, howmuch do I have
to involve myself regarding patient care, how sure is the
resident.” (S3.5)
When iB took placewith the supervisor only, participants felt
that more work was needed to close the loop with nursing staff.
The third theme related to building relationships and
long-term team cohesion. Participants felt that in the long term,
both iB and iWBA were helpful in building team cohesion. It
forced the whole team to get in contact together and discuss diffi-
cult situations. It promoted the exchange of information openly
and not secretly. It allowed progress in a team and prevented that
certain prejudices occurred, which were not beneficial for the
whole team:
“It also prevents certain prejudices or opinions which occur
in a team, which may be hindering for the teamwork.
Hence you are able to say, the situation was such and
therefore this and this happened.” (R1.4)
According to the supervisors, “ideally, iWBA occurs to-
gether with nurses, in this case you can also look at the team per-
formance.” (S3.1). Nurses seemed to agree with this sentiment
adding that it might even be beneficial to have debriefings with
mutual feedback:
“But we always speak of the residents, but I think it could
also be a feedback for us and maybe also for the
supervisors.” (N4.2)
Feasibility
Overall, participants felt that both iB and iWBAwas in gen-
eral feasible; however, iB was more easy to integrate into the
workflow. Whereas iB could save time by making the whole team
more efficient during patient care, with iWBA, it was sometimes
an issue to find time amid competing next activities. For it towork,
supervisors stressed the importance of giving feedback as soon as
possible after the emergency situation. This, however, was not al-
ways possible for all teammembers in the context of the busy ED.
Although participants felt that the ideal iWBA took place in a
quiet private room, this too was not always possible.
Two other challenges to iWBA related to the superviors' and
nurses' ability to offer meaningful feedback. When patients were
severely ill and the supervisors needed to take over care, they felt
that they had less insight into meaningful feedback for the
residents.
“The problem was that I was not always present for the full
time with the patient, because as you said we have
discussed it beforehand and the patient then was not as ill.
Or the patient was very ill and I had to get involved actively.
And then iWBA was difficult.” (S3.4)
Similarly, nurses also found it difficult to focus on collecting
their impressions for iWBA during stressful situations as they
were so focused on doing their own roles. By contrast, in less ill
patients, supervisors sometimes did not see the necessity to stay
Pediatric Emergency Care • Volume 00, Number 00, Month 2020 Interprofessional Briefing and Feedback
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during the complete emergency situation after iB was conducted
and as a result also had less insight into resident performance.
Acceptance
Overall acceptance of both the iB and iWBAwas high across
all participants. Residents particularly appreciated how it balanced
their roles as clinicians and learners:
“An advantage for me was that I found for the first time the
focus was on learning that I personally learn from the case.
And not that I am just there to work off the cases.” (R1.1)
In addition, their supervisors seemed to agree and support
this as well:
“I believe that feedback is extremely important, andwhen it
is structured like this, this is helpful. Therefore we should
think of it and do it.” (S3.4)
Because it also enhanced team work, patient care, and safety,
it also had the support of supervisors and nurses who felt that they
needed to continue to be used following the study period:
“And I thought that we have been having everything quite
optimized so far. But I must say that these assessments are
great. You can work with these instruments and I think we
will only profit from it in the future.” (N4.4)
DISCUSSION AND CONCLUSIONS
We set out to study the impact, feasibility, and acceptance of
a combination of 2 innovations (iB and iWBA) to address 4 dom-
inant challenges faced by pediatric EDs: (1) balancing care and
learning in the ED care of critically ill children; (2) lack of feed-
back based on direct observation time; (3) inadequate involve-
ment of nurses in resident learning and feedback; and (4) the
post hoc nature of feedback. Our results suggest that when iB
and iWBAwere effectively combined in practice, all 4 problems
were addressed.
Balancing care and learning can be extremely challenging in
the pediatric ED context.2,3 In addition, during times when pa-
tients present with high acuity, patient care always trumps learn-
ing. This may therefore explain why our innovation, especially
the iB, seemed to be well accepted by residents, supervisors, and
nurses alike. According to the participants, the iB improved care
and safety and saved time by enhancing teamwork. It also could
serve to reduce stress for all members of the team by enabling
them to establish clear role allocation, a common plan, and prep-
aration of medication. Because residents were better prepared for
the situation, it also seemed to result in increasing their involve-
ment in these cases. Whereas briefing during simulation13 and
in relation to surgery15 shares many similar features from an en-
hanced teamwork perspective, this is one of the first studies exploring
its impact on enhancing resident involvement. It is also noteworthy
that over time, participants described using the iB for noncritically
ill patients suggesting the beginnings of a cultural change in the
way work is carried out in the ED and supporting our claims around
the importance of the iB in enhancing clinical work and learning.
In its original formulation, Miflin et al8 (1997) suggested
briefing as a strategy for enhancing medical student involvement
in clinical work. Emergency departments are also challenging in
the diversity of residents' backgrounds and level of experience.28
In our study, not only inexperienced but also experienced residents
and nurses described benefiting from iB.What seemed to be at the
heart of its success was the focus on resident self-identification of
areas of uncertainty and needs, which could be addressed before a
clinical situation. Somewhat surprisingly, nurses also flagged
personal benefits to being involved in the iB as they also identified
areas of uncertainty and learned from these.
Unlike the iB, the iWBA required teams to spend additional
time. As a result, it was not as frequently used. However, partici-
pants (especially residents) believed that it offered additional
long-term learning benefits. Moreover, when iB was performed
before an iWBA, the iWBAwas felt to be an even better learning
experience. In part, this was due to how much easier the iWBA
was to deliver when a pre-encounter briefing had taken place
and the iB checklist reviewed. Other features attributed to success-
ful iWBAs included focusing on only a few feedback points and
the presence of the nurses for both the iB and iWBA allowing pos-
sible topics related to a broader set of perspectives. Although
nurses increasingly play an important role in the education of phy-
sicians,6,22 only 1 study—to our knowledge—conducted iWBA.7
In our study, nurses were supportive of both and further suggested
the inclusion of mutual feedback to improve education, clinical
care, and teamwork.
Interprofessional briefing was described as feasible and ef-
fective in a busy ED. However, consistently conducting both iB
and iWBAwas described as organizationally challenging. In par-
ticular, both time and available space were limiting factors for the
iWBA. In addition, if the patient was severely ill and required the
supervisor to take a very active role, their attention could be split
in such away as to limit their attention towhat the resident was do-
ing, thus limiting their later feedback. However, as shown by Jarris
et al29 (2011), resident-initiated feedback can lead to improved
compliance with feedback giving and satisfaction with its receipt.
This study has several strengths and limitations. In terms of
strengths, we would cite our data collection and analysis methods,
which involved enhancing trustworthiness and credibility of the
data through both participant and investigator triangulation. We
would also cite the innovation itself, which was theoretically
grounded but novel in its application; to our knowledge, our inno-
vation represents a unique application of briefing (iB) and forma-
tively assessing (iWBA). Our major limitations also relate to our
methods and the innovation itself. Our study was done in a rela-
tively small program, which limited the number of potential par-
ticipants and the type of data we could collect. Program size
may also have contributed to our success; in a larger program, it
may be more difficult to engender the initial buy-in and invest-
ment in time from the multiple stakeholders necessary for ensur-
ing that everyone knows how to participate in the iB and iWBA.
Future work is also needed in relation to uptake and impact of
the innovation. Ideally, this research should capture more longitu-
dinal data and data sources beyond participant perceptions.
CONCLUSIONS
This study explored residents', supervisors', and nurses' per-
ceptions on the impact, feasibility, and acceptance of an innova-
tion involving a combination of iB and iWBA in the pediatric
ED setting.When iBwas used correctly, all felt that it had not only
a positive impact on learning but also on teamwork and patient
care. Interprofessional briefing was felt to be more feasible alone
than in combination with iWBA. However, when iB was per-
formed before an iWBA, the iWBAwas felt to be a better learning
experience. Over time, with increasing uptake across ED teams,
the introduction of both shaped cultural change, which served to
further enhance their enactment. Future research should be longi-
tudinal, capture other sources of data related to impact, and, if pos-
sible, multi-institutional.
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